The South African healthcare sector stands at the threshold of major restructuring in an attempt to address inadequacies as a result of fragmentation of health services in apartheid South Africa. The level of health services, particularly in rural areas, has decreased and has led to reduced quality and productivity of health services. For individuals residing in rural communities, access to health services can be arduous. Delivery of essential services has to meet the needs of marginalised people who live in remote areas.
INTRODUCTION
he issue of poor service delivery and ineffective policy implementation, in relation to healthcare, has received considerable critical attention since the turn of the century. The previous Minister of Health, Dr. Manto-Tshabalala-Msimang (Department of Health -DoH, 2000), claimed that since 1994, the post-apartheid government and the DoH had developed and implemented a number of policies and pieces of legislation that impact directly and indirectly on the delivery of health services. South Africa has some of what may appear to be among the world's best policies, yet they sometimes struggle with their implementation.
South Africa has one of the most developed economies in Africa, but the country is plagued with some issues surrounding public healthcare. The state healthcare system is under-resourced and grossly understaffed. This becomes clearer if seen in relation to the health status of the population. For example, the percentage of people living with HIV/AIDS in South Africa is among the highest in the world. According to the Joint United Nations Programme on HIV/AIDS-UNAIDS (2010, p. 180), it is estimated that some 5,600,000 million people have contracted the virus, thereby creating more demand for healthcare as many more people get sick. HIV also undermines the capacity of healthcare workers, many of whom themselves are living with HIV/AIDS. Meyer and Cloete argue that 'bad implementation' has been a major obstacle to progress in developing countries,' a comment which this paper argues is applicable to South Africa (Meyer & Cloete, 2006, p. 301) . The government insists that the policy framework is transparent and well-defined and that what is needed is effective implementation. Regrettably, the translation of policy into practice is more complex than the stated judgements of government. Critical concerns relate to issues about how policy can be effectively implemented and who should be responsible for implementation.
Reasons for policy failure, according to Fox, Bayat, and Ferreira (2006, p. 103 ), appear to be:

Those involved in its execution have been uncooperative and/or inefficient or because their best efforts could not overcome obstacles over which they had little or no control. 
The policy itself was bad, in the sense that it was based upon inadequate information, defective reasoning or unrealistic assumptions. This reasoning places in question the perception referred to earlier -that the country has policies of high quality.
Ham and Hawkins (2003, p. 86) claim that the implementation of policies, as a means of improving services in the health sector, will vary depending on the degree of consistency between the values embedded in these policies and those held by actors in the system. This means, for example, health policies that are out of kilter with the assumptions and cultures of practising doctors do not have enough consistency. Their implementation then becomes problematic.
It is also important, particularly in a South African context, to consider the requirements of the constitution. Decisions on service delivery, policies, and the implementation thereof, should be guided by constitutional requirements in the form of the Bill of Rights which aim to:
Take steps to progressively realise the rights of everyone to have access to healthcare services  Promote and protect the right of children to basic healthcare services  Ensure that no one is refused emergency medical treatment (Sections 27(1) (a), (2) and (3) and Section 28(1) (c) of the Constitution of the Republic of South Africa, 1996).
According to Cloete (1998, p. 159) , policy making is a prerequisite for the provision of goods or services, at least in theory if not in practice. Officials within the public health sector concerned with the formulation and the implementation of policy must always be aware of techniques that may be used to improve the performance of the actors involved. Policy-making involves identifying needs, preparing legislation, and the analysis of existing policies, whilst policy implementation involves setting missions/objectives/goals, planning, programming, marketing, identifying, and reporting shortcomings.
HISTORICAL BACKGROUND
Prior to 1994, public health services were fragmented to perpetuate discrimination. The system was founded on an apartheid ideology that was characterised by racial and geographical differences. The people who needed health services the most were denied such services. Apartheid was a system based essentially on such deep discrimination that it robbed Black people of all human dignity. This racism was demonstrated in every aspect of health, such as rigid segregation of health facilities; disproportionate spending on the health of Whites as compared to Blacks -resulting in world-class medical care for Whites while Blacks were usually referred to congested and dirty facilities; public health policies that disregarded diseases primarily affecting Black people; and the denial of basic sanitation, supply of clean water, and other components of public health to rural areas and townships.
One of the important political changes post-1994 was the translation of the 1993 Interim Constitution into a final constitution that guarantees social and economic rights such as adequate housing, education, and health facilities for all South Africans. The elected ruling party set the stage to address the past and make the necessary legislative changes to start providing not only democracy but also access to healthcare for all (Ngwena, 2001/2, pp. 26-44) .
Since 1995, the South African public service has been engaged in the process of transforming itself in an efficient, effective, democratic, and development-oriented instrument of service delivery.
Based on this historical background, reform in all the public services was necessary to redress the past imbalances that existed.
Defining Public Policy
The most concise definition of a public policy probably remains as set out by Dye (1992, p. 4) who defined public policy simply as what governments choose to do or not to do. Lineberry (1977, p. 2) concurs, maintaining that public policy "is what governments do and fail to doto and for their citizens." Lasswell and Kaplan (1970, p. 177) define public policy as "a projected programme of goals, values and practices," whilst Anderson (2006, p. 6) defines public policy as a "purposive course of action followed by an actor or set of actors in dealing with a problem or matter of concern." Frederich (1963, p. 79) suggests that public policy is "a proposed course of action of a person, group or government within a given environment providing obstacles and opportunities which the policy was proposed to utilize and overcome in an effort to reach a goal or realize an objective or purpose."
These definitions do not negate the possibility that there will be differences between what government decides to do and what they actually do. Public policies centre on what Easton (1953, p. 129) described as "the authoritative allocation of values for the whole society." The study of public policy is hence concerned with, according to Parsons (1995, p. xv), "How issues and problems come to be defined and constructed and how they are placed on the political and policy agenda."
What is Policy Implementation?
Implementation cannot succeed or fail without a goal against which to judge it (Pressman & Wildavsky, 1984, p. xxii).
Scholars like Van Meter and Van Horn (1974, pp. 447/8) defined policy implementation as actions taken by the public, individuals and groups that affect the achievements of objectives. Implementation, according to Anderson (2006, p. 193) , means "whatever is done to carry a law into effect, to apply it to the target population." A widely used definition is provided by Pressman and Wildavsky (1984, p. xxi) who maintain that "implementation means to carry out, accomplish, fulfil, produce, complete." Yet, what is it that is being implemented? Policiesnaturally. They maintain that there must "be something out there" to implementotherwise there would be nothing to move toward in the process of implementation.
Policy implementation uncovers the strengths and weaknesses of the decision-making process. According to Hanekom (1987, p. 3) , the making and implementation of policies are inseparably joined and equally important. However, he also maintains that the real test lies in their implementation when the intentions of the policy-maker are put to the test. Policy implementation is the duty of various bodies such as government departments, municipalities, courts of law, interest groups, and communities. Once policies have been formulated, the process of implementation is not always guaranteed to succeed. Ingram and Mann (1980, p. 12 ) explain that implementation failure or success is "reflective of an individual's goals, perceptions of need, and perhaps even psychological disposition towards life." One definition of policy success, according to McConnell (2010, p. 351), is that "a policy is successful if it achieves the goals that proponents set out to achieve, attracts no criticism of any significance, and support is virtually universal." The first advantage of this definition, according to McConnell, is that it recognizes it is possible for government to attain the goals it seeks to achieve and, secondly, it recognizes that not everyone will perceive government's achievements as successful. Policy failure, according to McConnell (2010, pp. 356-357) , is the mirror image of success: "a policy fails if it does not achieve the goals that proponents set out to achieve, and opposition is great and/or support is virtually non-existent." McConnell (2010, p. 357) maintains that policies not only fail to accomplish what they were intended to do but can also threaten the position of politicians and parties that sponsor failed programs. Brinkerhoff Each of these tasks calls for precise managerial attention, and failure to do so could possibly contribute to the breakdown between policy intent and implementation outcomes (Brinkerhoff & Crosby, 2002, p. 25) .
Understanding Implementation Pitfalls
Khosa (2003, p. 49) states that "those who make the decisions may lack the capacity to implement," suggesting that translating decisions into action has been unbalanced over time. Khosa goes on to mention that reasons for failure to implement policies may vary from capacity constraints to logistical issues. Another key finding is that many policies are overambitious (thus lacking quality) and therefore unrealistic. An important point to consider is insufficient and ineffective staff at all spheres of government which has contributed toward unsuccessful policy implementation. Such findings would have an unfavourable effect on successful service delivery. 
Translating Health Policies into Practice
Fonn, Xaba, Tint, Conco, and Varkey (1998, p. 22) suggest that significant interventions were made earlier within the health sector to improve access to healthcare. For example, the country has moved toward a district-based primary healthcare system and has made considerable progress in creating policies, especially in reproductive health. SAnews (26 April, 2013) reported South African Deputy President, Kgalema Mothlanthe, as stating that "progress has been made with the implementation of the world's biggest antiretroviral (ARV) programme, with 1.9 million South Africans now receiving ARV medication. According to Lynam (2006, p. 15) , there are, however, challenges in translating health policies into practice. Brinkerhoff and Crosby (2002, p. 6) mention that successful policy outcomes are not only dependent on good policies but upon managing their implementation.
Since the dawn of democracy, South Africa has undeniably made in-roads into ensuring that "people live better." Yet, the past nineteen years have seen many citizens homeless, jobless, poverty stricken, and destitute. The public health sector, in particular, is increasingly regarded as dysfunctional and inefficient. South Africa faces a shortage of healthcare practitioners which can be attributed to long and inconvenient working hours, uncompetitive salaries, poor working conditions, and a lack of safety. These unfavourable working conditions have resulted in healthcare practitioners pursuing careers outside of South Africa, placing a strain on an already overburdened system. As a result, this has brought about diminished access to healthcare for vulnerable citizens and an increase in overcrowding and waiting times. Citizens' response to poor/non-service delivery has often resulted in militant protests, culminating in violent clashes between the law and protesters.
In an endeavour to understand the inner working of the health sector, this section is aimed at understanding staffing issues as a major contributor to the dysfunctionality of public hospitals. It would be a disservice, not only to the citizens of this country but also the government, to make it appear that hospitals are performing better than they really are. Other issues that contribute to hospital dysfunctionality and management failure range from soiled linen, filthy wards, outdated/broken equipment, unfilled posts, staff burnout, non-availability of drugs, improper procurement practices, budget irregularities, lack of discipline, ageing infrastructure, and a high burden of diseasethe issues are endless.
Using the public health sector as a point of departure, this article focuses on staffing as a key implementation issue at Montebello Hospital, which is the case study of this article. This is a District Hospital in the iLembe Health District, which serves a population of ±180,000 people. It is located in a rural area serviced by the Ndwedwe Local Municipality in the iLembe District of KwaZulu-Natal.
Staffing at a District Hospital -Doctors and Nurses
In an interview on 08 October, 2012, the acting Human Resource Manager described the staffing situation:
The hospital employs eight doctors on a full-time basis and eight doctors on a part-time basis. The current vacancy rate for doctors stands at 12. Funds have been budgeted for the vacant posts and the posts have been advertised. However, it has proved difficult in terms of attracting, recruiting and retaining doctors in rural areas because they do not want to live in such areas. Scarcity of doctors in rural areas can be attributed to various factors such asnon-availability of schooling for their children, long distances to travel for recreation, burnout due to longer hours and a shortage of staff, lack of equipment, and lack of work opportunities for spouses of health workers.
Doctors leave rural areas in droves for better conditions elsewhere. Every time a rural community, such as Montebello, loses one of its doctors, the impact is severe because these communities can't easily fill the doctor vacancy. The loss of one doctor in that community means that people may have to travel to Appelsbosch Hospital, which is located in the uMgungundlovu health district -±18km's -to receive medical attention.
People living in rural areas generally have poorer health outcomes, higher rates of chronic disease, and die unnecessarily because of where they live. With rural KwaZulu-Natal already experiencing chronic doctor shortages and higher rates of illness and death, it is essential that doctors fulfil their community service obligations both in terms of giving back to the community and also acquiring the necessary skills and work experience (Ngcobo, 2012, p. 1). Table 1 indicates that the iLembe district has a vacancy rate of 48% for doctors. Of the 11 districts that were surveyed, iLembe represents the sixth highest district in terms of vacant posts for doctors. The vacancy rate for pharmacists in the iLembe district is 23%, compared to 62% in the uThukela district. ILembe district has the highest vacancy rate of professional nurses (37%), whilst specialists constitute 65% of the vacancy rate in iLembe.
The hospital is experiencing a shortage of nurses in specialised areas such as theatre, nursing science, and primary healthcare. Long and inconvenient working hours, uncompetitive salaries, poor working conditions, and a lack of safety are some of the reasons for nurse shortages. The shortage of nurses at the hospital and across South Africa can also be attributed to decreasing numbers of nurses being trained in the country because there are not enough training colleges and lack of faith in the profession. These unfavourable working conditions have resulted in nurses and doctors pursuing careers outside of South Africa.
DATA ANALYSIS AND FINDINGS
This section analyses data gathered from questionnaires conducted with participants; namely, patients and healthcare practitioners at Montebello Hospital.
On average, the out-patient department (OPD) at Montebello Hospital services 3,700 patients per month. The sample consisted of 100 male and 100 female patients. At the time of conducting the questionnaire, the number of nurses employed at Montebello Hospital was 176 and the sample consisted of 50 nurses. The number of doctors employed at the hospital is 16 and the questionnaire was administered to 13 doctors (eight full-time and five parttime). Figure 1 indicates that the highest proportion of patients that strongly agree with this statement are those who frequent the hospital at least once a month (slightly more than 40.0%), followed by those who visit the hospital once in two weeks (slightly less than 10.0%). However, the overall proportion of those who disagree is insignificant.
The findings indicate that most of the population surrounding the hospital does not have a choice of hospitals. They depend on the knowledge and skill of the healthcare practitioners at Montebello to cater to their healthcare needs. More than just knowledge and skill is required; they should be courteous and easily gain the confidence and loyalty of the patient, while portraying a positive image of the institution. Unreliable staff, bad attitudes, and scarcity of staff are challenges that may prevent South African public hospitals from complying with legislation in terms of successfully rolling out NHI.
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Figure 1: Reliability of Staff -Patient Response
There are high levels of agreement between healthcare professionals who believe that their performance should be monitored on a regular basis. Figure 2 indicates that 10.0% of doctors disagree with this statement, while 8.0% of nurses disagree. Exactly half (50.0%) of the doctors maintain that issues of remuneration and ageing infrastructure contribute to the demotivation of medical staff. Less than half (40.0%) of the nurses support the doctors on this issue. There is a difference of 8.0% between doctors and nurses who maintain that political leaders have not ensured the sound management of finances and human resources, while there is a difference of 2.0% who believe that political leaders have ensured the sound management of finances and human resources. Exactly half (50.0%) of doctors are of the view that medical staff are not under-resourced, while 36.0% of nurses agree with this statement. Less than half (48.0%) of nurses believe that medical staff are under-resourced and 30.0% of doctors support this statement.
The findings indicate that the issue of doctors being overworked is not new to South Africa and, indeed, to Montebello Hospital. Posts have been advertised and still remain unfilled. Doctors constantly work under pressure. There is a lack of adequate staff and equipment, resulting in patient care being diminished. Skilled and experienced doctors are reluctant to occupy posts in rural areas, such as Montebello, due to these issues and yet government does not provide an attractive incentive for medical practitioners to work in such areas. Figure 3 indicates that there is a difference of 16.0% between doctors and nurses who believe that the Batho Pele principles are being practised at Montebello Hospital. Only 10.0% of doctors disagree with this statement, while 4.0% of nurses believe that the Batho Pele principles are not being practised. There is a 50.0% disparity between doctors and nurses who believe that there is no risk of collapse if underpaid and overworked doctors leave the public healthcare sector. More than half (60.0%) of the nurses disagreed with the second statement, maintaining that should underpaid and overworked doctors leave the public healthcare sector, there is a risk of collapse. Only 10.0% of doctors disagreed with the second statement. Doctors tend to agree that professionals migrate to areas where they believe their work will be more thoroughly rewarded. Nurses were also in agreement with this statement, although slightly less so than doctors.
The findings indicate that the environment in which healthcare practitioners operate plays an important role in retaining their services. Proper housing, infrastructure, equipment, and job rotation are elements that the government must take cognisance of in order to attract and retain doctors in rural areas. Another protest for doctors in such areas is the issue of major discrimination in remuneration. Doctors who work in urban public hospitals receive the same incentive as those who are employed in rural areas. In spite of limited resources, healthcare practitioners agree that the Batho Pele principles are being practised at the hospital. 
RECOMMENDATIONS CONCERNING STAFFING AT THE HOSPITAL
Healthcare practitioners play an important role in patient satisfaction. Despite their courageous efforts, those who depend on public health services are frequently unable to access an acceptable level of healthcare. The conditions that patients are subjected to can be regarded as abuse of human rights. When patients lie unwashed or share a bed with another patient, they are left in soiled bed sheets and urine is seldom collected from wards, staff is in short supply, equipment is outdated, and hospital buildings are run down, it becomes obvious that the rights of patients are not being respected and that urgent action is required. Unfortunately, the shortage of doctors and nurses at this hospital poses constraints on health service delivery. In order to restore a climate of compassion and care, it is therefore suggested that the following recommendations be considered regarding staffing at the hospital:
1.
Implement an incentive scheme that would encourage doctors to work in rural areas. This scheme should take into account the availability of schooling for their children, suitable accommodations, and scarce skills allowances.
2.
Sound leadership and management skills are important in ensuring patient satisfaction. The hospital manager must pay specific attention to the environment when planning and organising resources for quality healthcare. Thus, it is significant to bear in mind that an analysis of planning and managing political, social, economic, technological, and cultural aspects is fundamental to the functioning of the hospital.
3.
With the intended implementation of NHI, provision must be made for managers to improve performance and build a firm foundation of public trust. The health department needs to instil greater performance orientation among public servants. This signifies that performance management must become vital to the work of hospital managers. They need to be prepared for the challenges that will confront them as they seek to ensure accountability and avoid bias. Beyond this, public managers' should work to reduce waste, pursue public interest, and advance a strong sense of public ethics. 
Percent
Professionals tend to migrate to areas where they believe their work will be more thoroughly rewarded
There is no risk of collapse if hundreds of underpaid and overworked doctors leave the public healthcare sector
The Batho Pele Principles are been practiced at Montebello Hospital (people first)
